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· Carie Lynn Stotesbery 
I am 25 years old and grew up in rural central Minnesota. After 
graduating from high school in 1990, I attended college at Bemidji 
State University in Bemidji, Minnesota. I graduated with honors and 
received a bachelor of science degree in biology in 1994. I was 
accepted into optometry school in my senior year of college and 
received a $1000.00 scholarship from the Minnesota Foundation for 
Vision Awareness. I have attended Pacific University College of 
Optometry since August of 1994. I have been a member of the Beta 
Sigma Kappa National Honor Society each year. I was married in 
August of 1996 and after graduating in May 1998, we plan to reside 
in rural Minnesota, where I hope to gain a position of associate in a 
growing, full scope optometric practice. 
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Introduction: 
The elderly population is the fastest growing population in the United 
States. By the year 2030, one in four Americans will be over the age of 65.1 
Between 1985 and 2020 the population 65 years and older is likely to increase 
by almost 2% a year.2 Even more astonishing is that persons, 85 years of age 
and older are projected to increase at an even faster rate, of about 3% a year.2 
Yet, the total United States population is anticipated to grow less than 1% a 
year.2 Currently 45% of this nations nursing home population is 85 years of 
age or older.3 Health care professionals must be well prepared to respond to the 
multiple needs of this growing population. 
Medical Conditions: 
Older patients tend to have more underlying medical conditions. The main 
result of the aging process is that of the diminishing reserve potential on the 
body organs. 4 Serious disease or injury is tolerated less well and recovery time 
is much longer. 4 The diseases that take the largest toll on the elderly include 
cardiovascular disease, cancer, cerebrovascular diseases, diabetes mellitus, 
rheumatic disorders, neurologic disease, and dementia.4 The aging process and 
these diseases also take a toll on the eyes. The risk of becoming legally blind is 
nearly ten times greater for those over 65 years of age than for younger people.s 
Rosenbloom and Morgan feel that advancing age affects all sensory functions, 
but loss of vision has the greatest impact on the quality of life.4 It is critical 
that this elderly population is provided routine vision care to maintain ones 
quality of life. 
Living Options: 
By the year 2000 the nursing home population in our country will reach 
well over 2 million people.6 It is projected that 20 to 60% of the older adults 
will live in or be admitted to a nursing home at sometime before their death.s 
In 1993 1.5 million people used home health care agencies of which 72% were 
65 years of age or older.? Nursing homes and home health care agencies are the 
two largest resources for health services for this growing elderly population. 
In fact, the use of home health' care agencies is one of the fastest growing 
segments of the United States health care system.s It is estimated that 40% of 
private insurance carriers, other than Medicare and Blue Cross Blue Shield, 
provide coverage for home health care services.a The overwhelming reason for 
the increase in home health care services is, they are shown to be less 
expensive than hospital or nursing home care.a 
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There are many other resources for the elderly which provide minimal 
care, such as homemaker services, home-delivered meals, transportation, 
assisted living arrangements, and geriatric community centers, where this 
population can socialize, engage in dance or crafts, and benefit form the healthy 
active social environment mentally and physically. These resources may also 
provide light house work, managing money, shopping for groceries and clothing, 
using the telephone, preparing meals, and taking medications. 
Assisted Living: 
Assistance is needed when patients can no longer care for themselves and 
engage in the regular activities of daily living (ADL), such as dressing, bathing, 
eating, transferring in and out of bed or a wheelchair, and using the toilet. 
Wingard, et al found that, functional disability, or the inability to perform ADL 
to be among the strongest predictors of nursing home uti!ization.9 It is often 
not disease alone that causes institutionalization, but rather the impact the 
disease has on an individuals ADL. It has been shown that patients with low 
vision are more ADL dependent and that institutionalized elderly are four times 
more likely to be visually impaired.1 o, 11 Low vision is often caused by eye 
pathology. If the eye pathology is detected early by routine screenings, 
treatment and implementation with low vision devices and training, progression 
to dependency and institutionalization can be delayed or possibly avoided. 
The Role of Optometry: 
Optometry is an excellent resource for this population. Vision has a 
tremendous effect on the ADL. The way that vision affects those activities will 
relate to how an individual functions at home, in a nursing home or in the 
community, Swanson found that vision is directly related to home bound status.a 
A simple change in ones glasses prescription or the use of a magnifier to read 
medicine bottles, directions, phone numbers, or labels on food containers can 
bring greater independence and self esteem. Their mobility, as well as their 
intellectual activities can also be enhanced, improving their quality of life.3 
Thus, the optometrist plays a key role in the health of the elderly, in the nursing 
home, at home, or postponing the need for institutional care. 
A New Zealand study found persons 65 years old and older to have a 
deterioration in visual acuity and an increased prevalence with increasing age 
of, glaucoma, senile cataract, aphakia, diabetic retinopathy, and AMD.12 Without 
proper treatment these conditions can deteriorate ones vision, independence, 
and quality of life. These diseases are manageable by optometric physicians and 
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the elderly should have easy access to this care in office, at home, or in a 
nursing home. A study of 27 nursing homes found that none of the 27 nursing 
homes conducted regular vision screenings and only 5% of visual problems were 
identified by routine medical exams, the remaining 95% were discovered only if 
the patient complained.13 Elderly residents might not complain about vision 
loss to a staff member because they feel it is an inevitable result of aging and 
nothing can be done or they have more serious problems. An epidemiological 
study on the benefits of routine optometric care to nursing home residents 
showed that open angle glaucoma, phakia, cataracts, wet and dry AMD, and dry 
eye syndrome were the most prevalent ocular diseases.s These are conditions 
an optometrist can diagnose, treat and/or refer if necessary. This study also 
found that many of the patients were already under ophthalmologic care, yet 
43% of the total patient population required some additional treatment or 
consult that was identified by the optometric evaluation.s This shows how 
routine optometric care not only benefits the nursing home population but can 
be very critical to their health and eye sight, despite the medical attention they 
already receive. 
Although medical care is provided in many nursing home facilities, 
residents do not have the same access to routine health care as the rest of the 
population, as vision care services are not always mandated in long term care 
nursing facilities.5,14 Less than 20% of nursing home residents receive routine 
vision care.14 Nursing home administrators set varying standards for health 
care access.s Unless a deficiency is documented on the residence care plan the 
resident is not required to receive any vision care services, yet, care plan 
teams have little training or experience in assessment of visual status.14 A 
survey of 513 nursing home facilities showed that less than 4% of the facilities 
surveyed had an optometrist or ophthalmologist serving in a full or part time 
capacity, 67% had no policy on vision examinations for their residents, and 65% 
did not provide for periodic vision screenings. Therefore vision problems were 
most often detected by family, staff, the resident, or by routine medical 
examination by a general medical practitioner.6 
This growing elderly population is being deprived of proper vision care. 
Optometrists have a role to fill and are well prepared with the knowledge and 
skills to provide for this population. There is a challenge that comes with 
caring for the elderly, as they require patience and mobility. However, serving 
this community can be professionally, morally, and financially very rewarding. 
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Sampling of Rural Nursing Homes: 
I visited five rural nursing homes in central Minnesota and conducted a 
structured interview with their administrator. This gave me the opportunity to 
see and hear first hand how the elderly are being provided eye care in a rural 
setting and compare them to the national statistics found in this report. The 
average age was 80 and their health conditions were the same as those 
debilitating our nations elderly with the most prevalent diagnosis being 
dementia. A very low percentage were ambulatory about 40%, requiring 
optometrists to be well equipped and skilled for this populations demands. As 
reported nationally there was no routine vision care provided, residents are 
seen by a primary physician on a regular basis and referred to an optometrist or 
ophthalmologist as they feel is needed. The most common means of receiving 
care is when the resident complains or a family member requests the service. 
All nursing homes visited reported that 100% of residents who desire care get 
care but the administrator feels only 50% are in need of eye care, yet they all 
reported their residents are limited to what they can do by their vision. This 
may be due do a disease that has deteriorated their vision but there are many 
low visual devices, large print books, etc., that can help ones quality of life and 
the resident should have access to them. The residents in these rural nursing 
homes had similar living demands and ADL as those of the nations elderly. The 
most astonishing finding from each administrator was their desire to have 
better vision care and wished that the optometrist or ophthalmologist would 
provide care in the nursing home because transportation was so difficult and 
dangerous for most residents. The need is there, they are just waiting for us, 
the optometrist to join their team. 
Special Approach to Care Needed: 
Predictions are that there will be 7.4 million Americans incapacitated by 
dementia by the year 2040.4 Rosenthal suggests that because many patients are 
suffering from Alzheimer's disease and dementia, that optometrists are doing 
more of a medical and psychological evaluation, and little or no subjective 
response is available.15 This is especially true in the nursing home setting. One 
must rely heavily on objective findings, requiring many objective tests and 
equipment to be used for properly serving this disease prone population. 
Portable equipment is necessary, primarily when transporting to a nursing home 
or home bound patient. It is difficult for many patients to sit behind 
instruments, due to arthritis, poor mobility, or they are confined to a wheel 
chair or bed. The list of needed equipment includes items such as: loose lenses 
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and prisms, an eye patch for occlusion rather than a hand-held occluder, maddox 
rod and pen light, Halberg and Janelli clips and a hand-held Jackson cross 
cylinder lenses for refracting over ones glasses. Other items needed: portable 
acuity charts, diagnostic kit, penlight with a blue filter or a Burton lamp to 
assess the cornea and tearing, trial frame or lens holder, and hand-held slit 
lamp, keratometer, autorefractor, and tonometer. 
As the exam begins it is important to note any asymmetry of the face, 
slowness or difficulty of speech, mental cognition, and mobility.16 Asymmetry 
of the face can be due to a stroke, Bell's palsy, or diabetes.16 A stroke causing 
deficits to the parietal lobe may cause drooling without control to one side of 
the mouth, and decreased mental awareness; deficits to the left temporal lobe 
can impair speech.16 It is important to remember that patients who have had a 
stroke may present with a hemiparesis and if the motor cortex is involved the 
hemiparesis will occur on the contra lateral side of the body that the brain was 
affected.16 . This is particularly important when observing visual fields changes. 
Communication with this population is often a challenge as their hearing may be 
diminished and their cognition and speech may be impaired. Talking slowly in a 
clear deep voice directly to the patient can help. These patients may have 
adapted to their loss in high frequency sounds by reading lips as you speak. 
Most importantly be kind, patient, and gentle with these patients to insure good 
communication and trust. 
When providing care in a nursing home or hospital setting be sure to 
evaluate the environment the patient is in and the activities the patient likes or 
wants to engage in; the lighting, glare from windows, distances to the 
television or chairs where visitors will be, and table heights. Not only the room 
the patient resides in but also the dinning, craft, and social areas, should be 
evaluated. This is also crucial for home bound and in office visits, as the 
patients environment plays a critical role in their vision care needs. Often 
multiple pairs of glasses are beneficial for different visual demands. 
Rosenbloom tells us that the elderly needs high contrast and two times the 
lighting required, then at age 20, to have good vision.17 Therefore, lighting, 
tints, and coatings should be considered. Also while at the nursing home, rules 
and regulations should be understood regarding patients privacy and quality 
assurance issues, and the room should be return to its original setting.1o Exams 
may be done in a different room at the facility and patients are brought to the 
optometrist, however, not all patients are ambulatory and some respond better 
when they are in a familiar environment. Having access to the patients medical 
records at a nursing home or hospital setting is very helpful regarding systemic 
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diseases, medications, and drug allergies. To begin a vision care program in a 
nursing home or through a home health agency, contact your local nursing home 
administrator or home health agency and educate them on the need and ease of 
optometric care delivery. 
Equipping the Office: 
Not all .elderly patients are living in nursing homes or are home bound. 
Many are functioning in the community and mobile. The optometrists office 
should be well equipped and inviting to this growing population. Wheelchair 
accessibility is necessary to the office door as well as in the exam room. Exam 
chairs are available that slide back to make room for a wheelchair. Gottlieb has 
many suggestions for making your office more geriatric friendly; large print 
information forms, with clear understandable terminology on a clipboard, 
adequate lighting, available staff to answer any questions, appointments 
scheduled in the mid-morning, multiple visits if necessary, as elderly patients 
fatigue easily and exams can take longer, assisted hearing devices, get as much 
information about the patient through the telephone, medical records, 
information sheets, and medication lists before the exam begins, and to involve 
patients in the decision making.18 Taking a good history from the patient, 
relatives, staff and medical records will also facilitate the exam. 
Summary: 
As primary care providers, optometrists have an opportunity to preserve 
and maintain visual function to this growing population. Now is the time for 
optometrists to be well prepared. Between 1985 and 2020, the population 65 
and older will increase by 750,00 older persons annually.2 Nursing homes are 
currently falling short on the delivery of vision care to this needy population. 
Optometrists must educate staff, nursing home administrators, and nursing 
home staff on the prevalence of ocular disease, visual demands, treatment 
options, and quality of life maintenance. The life style demands of this 
population can vary significantly from excellent health and independence, to 
bedridden care in a health facility. A team approach is needed with 
rehabilitation teachers and occupational therapists, especially when using low 
vision devices and during mobility training. The optometric care needed 
regardless is an annual complete exam to maximize visual function and quality 
of life. Geriatric optometry is a unique professional challenge and rewarding 
opportunity. 
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